Ectopic Giant Meckel's Diverticulum Presenting with Rectal Bleeding Ivo Smith FRCS (for R S Murley MS FRCS)
A 52-year-old man was admitted for investigation v. of rectal bleeding. He had had three episodes:
(1) He was first treated for 'mild' rectal bleeding at the age of 29, when his symptom was attributed to hemorrhoids, which were injected, apparently with satisfactory results.
(2) When 37 he was admitted as an emergency, in an exsanguinated condition, after three days of passing frequent watery, heavily blood-stained stools, with dull pain in the right iliac fossa. No abnormality was detected on clinical examination, apart from extreme pallor (Hb 24%) and mild tenderness in the right iliac fossa. Barium enema showed stasis in the c cum, which appeared to be contracted; no other abnormality. The only treat-A ment was replacement of the blood loss.
(3) The patient was again admitted when 52, after passing frequent watery and heavily bloodstained stools for three days. He had no other symptom and he was otherwise well. No abn rmality was found on clinical examination; sigm4ioscopy revealed fresh clot in the rectum but no Fig show retroperitoneal paracacal situation of Meckel's diverticulum lesion. A plain film of the abdomen appeared to show ftecal distension of the cxcum and a barium enema was thought to show displacement of the hepatic flexure and ascending colon downwards and to the left, apparently by a grossly distended czcum (Fig 1) . It was suggested that there was incomplete obstruction in the ascending colon, possibly attributable to a polyp.
Laparotomy was performed and a very large Meckel's diverticulum was found lying, apparently retroperitoneally, in the right paracolic gutter (Fig 2) displacing the ascending colon and cecum.
The afferent loop of ileum passed behind the ascending colon and the efferent loop entered the cecum in the normal position. The bowel distal to the diverticulum was thickened for several Dcentimetres and histologically showed chronic, nonspecific, inflammatory change. The diverticulum was excised with a loop of small bowel and an end-to-end ileo-ileal anastomosis was made.
The patient recovered and was free of symptoms until he died of a coronary thrombosis some 
